Keywords: child health, equity, health services, medical care, Sweden inequalities in health in the adult population in Sweden have been widening over the past 20 years, with the death rate among professional and managerial workers having decreased more rapidly than the death rate among industrial workers. Social inequality in health has also been described in children in Sweden. Children of working class mothers have a 40-50% higher risk of dying before reaching adult age. 2 ' 3 Much less in known about social inequality in morbidity of children in Sweden. This study aims to describe sociodemographic patterns of morbidity and use of health services and antibiotics among schoolchildren in Sweden. Are there socioeconomic differences in morbidity or use of medical care?
MATERIAL AND METHODS

The study population
Statistics Sweden conducts an annual Survey of Living Conditions, which includes approximately 7,500 Swedish residents. The population in the survey is sampled in order to represent the entire Swedish population between 16 and 84 years of age. In 1996-1997 the survey included questions about the health of all children of 0-15 years of age in the households of the respondents. The present study includes 3,577 children of 6-15 years of age from this survey after excluding the 2.1% that lacked data on at least one of the variables included in the multivariable analysis. 4 The total drop-out rate in the survey was 18.8% (0.5% disabled, 6.2% not located and 12.1% who decided not to participate) in the age group 16-44 years where most parents of schoolchildren were found.
Interviews and outcome variables
The interviews were conducted in the homes of the respondents by professional Swedish interviewers and were evenly spread out during the year with the exception of the summer months when few interviews were made. The outcome variables of morbidity were based on information from the responding parent on the following.
• Absence from school because of illness Has he/she been absent from school because of illness during the last 3 months? (yes/no). If yes, how many days?
• Chronic disorder ever Has he/she ever had a disorder/illness that affected his/her daily life during at least 3 months? (yes/no).
Medical care and antibiotics in schoolchildren
• Takes regular medication Does he/she take any regular medication? (yes/no). A follow-up question (What was the cause?) was added to the questions about chronic disorder and regular medication. The response was coded into ICD-9 diagnoses and thereafter categorised into atopic, infectious, unintentional injury, neurological, endocrinological or other. The outcome variables for use of medical care were as follows.
• Consumption of antibiotics Has the child been treated with antibiotics during the last 12 months? (yes/no).
• Consultations with a physician Has the child consulted a physician during the last 3 months? (yes/no).
Statistical methods
Multivariate analysis was conducted by logistic regression. Age of children in years and the number of children in the family were entered as continuous independent variables in all regression models. All other variables were entered as dichotomous variables with the categorisation presented in table 1. Parental education was used as the major determinant of socioeconomic status and was categorised into 0-9 years (primary education only), 10-11 years (2 year secondary course), 12 years (3 year secondary course) and 13 years or more (post-secondary education). The outcome variables defined above were entered as the dependent variables. In the multivariate analysis of use of medical care and antibiotics, the morbidity indicators were used as proxies to need 5 and entered as independent variables. Each regression analysis included all the independent variables in die model. Statistical analyses were carried out using the SPSS 8.0 for Windows software package.
RESULTS
Four morbidity indicators by sociodemographic indicators are presented in table I. Of the study population 7.9% were reported to be taking any kind of regular medication (figure I and table I) and 9.7% to have ever had a chronic disorder (table I) . Atopic conditions (asthma, allergic rhinoconjunctivitis and atopic eczema) were the most common causes for taking regular medication and ever having had a chronic disorder (4-9 and 3.0% respectively (table 2) . Of the children 45.3% had been absent from school at least once during the previous three months because of illness (table 1) .
In a multivariate analysis of morbidity indicators (not presented in the tables) adjusted for die sociodemographic variables in table I and die number of children in the family, girls were found to have a lower risk of taking The percentage of schoolchildren in Sweden that take medication regularly by age and sex Figure 2 The percentage of schoolchildren in Sweden that had consulted a physician during the previous 3 montii by age and sex regular medication (adjusted OR 0.7 and CI: 0.5-0.9) compared to boys. Children who lived in big cities (Stockholm, Malmd and Gothenburg) were reported to have been absent from school because of illness more often (OR 1.3 and CI: 1.1-1.5). Otherwise there were no sex, socioeconomic or regional differences that deviated from the null hypothesis for any morbidity indicator.
In the analysis of use of medical care 17.3% of the children were found to have consulted a physician at least once during the previous 3 months. There were negligible sex differences except for the 14-15 year old group where girls consulted a physician more often (figure 2). The multivariate analysis (not presented in the tables) demonstrated that children in rural areas consulted physicians less often than children from big city areas (OR 0.7 and CI: 0.4-0.9). There was no other variation according to sociodemographic indicators in use of consultations with a physician that differed from the null hypothesis. Of 6-10 and 11-15 year olds 26.4 and 15.4% respectively were reported to have consumed antibiotics at least once during the previous 12 months. Children in families with low status according to the education of the parents (0-9 years) had consumed antibiotics less often during the previous 12 months (OR 0.7) when compared with children in families with high social status (education of parent 13 years or more). Children in rural areas had consumed antibiotics less often than children in big cities (OK0.1)(wbk3). 
DISCUSSION
This study indicates no gross patterns of social inequality in physical morbidity for schoolchildren in Sweden. A similar prevalence of chronic disorders and of school absence because of illness was found in children in families with low and high socioeconomic status according to the education of the parent. In a similar manner use patterns of medical care seem to be explained by need rather than the socioeconomic status of the family. The only socioeconomic inequality identified in our study concerns consumption of antibiotics where a lower probability of use during the previous year was found among children in families with a lower socioeconomic status. Is it possible that the socioeconomic status of the parent has a certain influence on the decision of die physician to prescribe an antibiotic drug when a child has Table 3 Medical care and antibiotics m schoolchildren been diagnosed with an infectious disorder? Such mechanisms have been suggested in studies of adults in ethnic minorities in Sweden and Great Britain.^1 It is also possible that parents with limited economic resources buy drugs less often when prescribed because of the costs involved. Further studies are needed to reject or confirm these hypotheses. The major inequality with regard to health services was defined by domicile. Children in rural areas, mostly in the northern part of Sweden, used fewer consultations witJi a physician in relation to dieir needs as defined by morbidity indicators. This might reflect less satisfactory access to care. Many children have to travel long distances in these areas of Sweden in order to contact a physician because of the low population density and physician vacancies in the primary caie system are quite frequent. Children in rural areas also tended to consume antibiotics less often. It is probable that limited access to physicians is an important explanation for this low consumption as well, since access to antibiotics demands prescription by a physician in Sweden.
The morbidity indicators used in the present study reflect physical health conditions only. This study therefore says nodiing about social inequalities in psychiatric, behavioural and psychosomatic morbidity where earlier studies in Sweden have suggested a marked socioeconomic variation. '' The present study used consultations with a physician as a measure of the use of medical care. A study by Dahlquist et al. 12 of pre-schoolchildren in Sweden in the mid 1980s found that only 50% of the professional support to ill children was delivered by physicians. It seems probable that the situation is similar for schoolchildren where schoolnurses and midwifes in youth clinics are important resources. It is quite possible that this care, to which schoolchildren themselves often have easier access, has a different pattern of use. Further studies of schoolchildren's use of medical care should use a wider range of measures and include the care delivered by nurses.
In conclusion, this study does not identify any obvious patterns of inequity in physical morbidity and use of medical care according to need in schoolchildren in Sweden. Further studies are needed in order to explain the mechanisms of social inequality in consumption of antibiotics and to describe social and regional patterns of psychiatric, behavioural and psychosomatic morbidity.
